Section for the Study of Disea8e in Children 823 8 months, when the liver was felt to be enlarged, with tumour-like nodules projecting from the anterior surface. The case is apparently the first reported one of transmission of a malignant neoplasm from mother to child by intra-uterine inoculation. The specimen has been presented to the Museu-m of the Royal College of Surgeons of England.
DiWu88ion.-Dr. STANNUS asked in what situation the primary growth in the mother was found.
Dr. GOODALL asked how long the mother was ill before the first sign of sarcoma appeared, and how long she had the disease before she died.
Dr. PARKES WEBER (in reply) said that the mother had been operated upon eighteen months before the delivery of the child, for melanotic sarcoma of the thigh. The placenta had been examined by Professor H. M. Turnbull, and was found to contain melanotic sarcoma. In regard to the question as to whether the growth in a given case was really melanotic sarcoma, or melanotic carcinoma, the difficulty could be avoided by using the term " malignant melanoma." Gastromegaly in a Child aged 2 years.-REGINALD MILLER, M.D. R. W., female, born February, 1928, at eight months, weighing 4j lb. Never breast-fed. Projectile vomiting for first two months. After this ceased, she progressed slowly and took her feeds well. At the end of the first year she weighed 13 lb. 6 oz. Teething began at the age of 11 months, and she became cross and restless. but was not sick. She suffered from perpetual gastric flatulence, but not from hiccough. Constipation became severe during the second year, and she gained very little weight. For the last three months she has gone right off her food, and has lost weight. At 24 months she weighed 13 lb. lij oz. She has never sat up. The abdomen has always been large, but was not regarded as abnormal.
The child is very small and thin, but quite placid and apparently free from pain. Vomiting is only occasional.
The abdomen is very large, and the greatly distended stomach can be seen crossing the upper part. Following gastric lavage, which has removed a large amount of mucus, gastric peristalsis has been observed. X-ray examination shows the distended stomach, passing far to the right and hiding the duodenal cap. There is a large food residue at 71 hours, this being chiefly in the cardiac end owing to the fact that the child was photographed lying on her back. The duodenal cap is not seen. (See fig. p . 34). The colon is voluminous, and a barium enema of two pints is easily delivered.
Suggested Diagnosis.-There is a congenital obstruction to the evacuation of the stomach. As the duodenal cap has not yet been seen, it is as yet impossible to exclude the pylorus as the site of the stricture. It is more likely, however, that the obstruction is at the duodeno-jejunal flexure, and if so, it is more probably due to arterio-mesenteric compression than to congenital stenosis or obstruction by band.
There are cases of gastromegaly in which there is arterio-mesenteric compression of the duodenum from birth. There are very severe cases which have caused death in the first few weeks, and in which post mortem there has been discovered this compression with an enormous duodenum behind it. The present case was probably of the same type but of less severe grade. It would be open to anybody to believe that it is an example of the colonic type of duodenal ileus, and that the compression of the mesenteric pedicle is due to the drag, not by visceroptosis or gastroptosis, but by the distended, dilated, and possibly floating colon. The result of a barium enema in a very small child is, however, always difficult to interpret.
Skiagram showing greatly enlarged stomach with residue of an opaque meal, two anid three-quarter hours after ingestion. The residue appears divided into two parts because the patient is lying on her back. (Dr. Miller's case.)
Discussion.-Dr. ALAN MONCRIEFF said that he had brought (for Dr. Poynton) a girl now aged 3, whose case was similar to the cases referred to by Dr. Miller, and in this instance there was a curious large duodenal pouch. As shown by X-rays, the meal went straight into this duodenal pouch. Mr. Twistington Higgins operated, and found the whole duodenum dilated to the middle of the third part, but there was no obstructing band and no evidence of any dragging by the mesentery. Mr. Higgins thought there was congenital atresia in the actual wall of the duodenum. Mr. Higgins anastomosed the jejunum into the sac and all vomiting ceased. Further X-ray examination showed that the sac still persisted, but the meal was now retained normally in the stomach.
Mr. ERIC CROOK said he would like to know whether bile was present in the vomit in Dr. Moncrieff's case. What would enable one to localize the site of the obstruction. When obstruction was below the pylorus, bile had been in the vomit. He believed it to be a way of distinguishing pyloric stenosis from duodenal obstruction. If there was no bile the site of obstruction was probably the pylorus.
Dr. E. A. COCKAYNE said he did not think Mr. Crook's criterion a safe one. He (the speaker) had described a case of atresia of the duodenum without even a fibrous cord joining the two parts, but with the bile-duct entering the distal portion. One case had been reported in which the bile-duct divided, sending one branch into the duodenum above and the other below the occlusion.
The PRESIDENT asked whether the dilatation of the colon was important in diagnosing the cause of dilatation of the stomach. He understood that in Dr. Moncrieffs case there was no obstruction in the stomach.
Gastromegaly. (Dr. F. J. Poynton's and Mr. Twistngton Higgins' Case: see remarks by Dr. Alan Moncrieff).
Dr. MTILLER (in reply) said there was bile in the vomit in the case he showed. He was mnuch interested in Dr. Moncrieff's case of megaduodenum. Three causes had been found for such cases. One type was congenital atresia. A second type was due to a band stretching across the duodenum. A third type was due to the superior mesenteric artery compressing the duodenum.
The point about bile in the vomit was not so simple as it seemed at first sight. If there existed serious obstruction in the duodenum, bile would be vomited in large quantities, but in the cases of which his present case was probably an example the obstruction to the duodenum was not very severe, and probably became complete OnlY intermittently. A child of this type might vomit two or three pints, and the bile might be masked. In this case he thought bile would be recognized in some vomits, but not in all.
As to the colon, he was in the dark. In most cases of gastromegaly the colon was of normal size.
POSTSCRIPT.-The child died from vomiting and infective diarrhaea. At autopsy the stomach was found to be immensely enlarged, having a capacity of 10 or 12 oz. In spite of its inc-reased size hypertrophy of the wall of the stomach could be appreciated with certainty.
The oesophagus showed no hypertrophy. The pylorus was normal. The duodenum could not be recognized as either enlarged or bypertrophied. The colon was normal in size. Considerable gastritis and a very intense duodenitis were presenit. No obstructing bands were found. Evidence, therefore, of obstruction was clear, but the autopsy did inot display the site or the nature of obstructive factor. It was certainly not in the stomach itself.
Probabldy it was at the duodeno-jejunal fiexure and due to arterio-mesenteric compression hich is said often not to be demonstrable post mortem. The congenital obstructive factor was probably comparatively mild, and the obstruction was made worse by distension of the stomach. This at first acted intermittently, but as the stomach increased in size it became more severe and more persistent. That there should have been such obvious duodenitis combined with the gastritis is of interest, as supporting the view that the obstruction was in the duodenum. [R.M.] Bilateral Kohler's Disease.-CECIL P. G.WAKELEY, F.R.C.S. P. D., aged 6 years, was brought up to hospital by her mother on account of pain in her right ankle due to a fall. On examination there were no physical signs The movements of both ankles were full and free.
X-ray examination revealed bilateral tarsal scaphoiditis. The child was treated for genu varum at the age of 2 years, but there are no other evidences of rickets. 
